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Objective. To design a methodology for rigorously eliciting narratives about
patients’ experiences with clinical care that is potentially useful for public reporting
and quality improvement.
Data Sources/Study Setting. Two rounds of experimental data (N = 48 each) col-
lected in 2013–2014, using a nationally representative Internet panel.
Study Design. Our study (1) articulates and operationalizes criteria for assessing nar-
rative elicitation protocols; (2) establishes a “gold standard” for assessment of such pro-
tocols; and (3) creates and tests a protocol for narratives about outpatient treatment
experiences.
Data Collection/Extraction Methods. We randomized participants between tele-
phone and web-based modalities and between protocols placed before and after a
closed-ended survey.
Principal Findings. Elicited narratives can be assessed relative to a gold standard using
four criteria: (1) meaningfulness, (2) completeness, (3) whether the narrative accurately
reflects the balance of positive and negative events, and (4) representativeness, which
reflects the protocol’s performance across respondent subgroups. We demonstrate that a
five-question protocol that has been tested and refined yields three- to sixfold increases in
completeness and four- to tenfold increases in meaningfulness, compared to a single
open-ended question. It performs equally well for healthy and sick patients.
Conclusions. Narrative elicitation protocols suitable for inclusion in extant patient
experience surveys can be designed and tested against objective performance criteria,
thus advancing the science of public reporting.
Key Words. Patient narratives, patient experiences, public reporting, consumers,
qualitative methods, patient-centered care

Web-based comments written by consumers about their service providers
have become ubiquitous in the United States (Vasquez 2014). Americans now
consult user reviews not only when making decisions about what book to buy
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or plumber to hire but also when choosing health care providers (Gao et al.
2012; Lansky 2012). Five years ago, consumer commentary about clinicians
was rare, but by 2013, 31 percent of Americans had read patient reviews of
health care providers online and 21 percent used them when selecting a clini-
cian (Health Research Institute 2013). This rapid expansion contrasts with
consumers’ use of other clinician quality metrics, which has remained
unchanged over the past decade (Kaiser Family Foundation 2015).

The proliferation of patient commentary, which is already transforming
consumer behavior, could also transform public reporting of health care qual-
ity (Schlesinger et al. 2015a). When patients describe clinical encounters in
their own words, their comments can substantially enhance consumer engage-
ment with quality reports (Lagu and Lindenauer 2010; Kanouse et al. 2016).
Comments also convey crucial aspects of care omitted from conventional
patient experience surveys (e.g., clinicians’ decision-making styles and emo-
tional connectedness with patients) (L�opez et al. 2010; Detz, L�opez, and Sar-
kar 2013) and help consumers translate comparative quality information into
coherent choices (Schlesinger et al. 2015a). It is crucial to proceed with care in
generating and presenting narrative data, however, because if available com-
ments fail to convey a full and accurate picture of interactions with clinicians,
these potential benefits can be offset by choices that do not align with con-
sumers’ own needs and preferences (Trigg 2011; Cognetta-Rieke and Guney
2014; Kanouse et al. 2016).

Patient experience surveys, such as the Consumer Assessment of
Healthcare Providers and Systems (CAHPS), have demonstrated scientific
rigor (Cleary et al. 2012). Accordingly, they have been endorsed by public
bodies such as the National Quality Forum and incorporated into public
reporting. By contrast, patient commentary on health care providers typifies
dictionary definitions of “anecdotal” because they are “based on personal
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experience or reported observations unverified by controlled experiments.”1

Patient comments currently available online are anecdotal both because they
are volunteered (Sick and Abraham 2011; Tompson and Wilcoxon 2014)
rather than elicited from a representative sample of patients, and because they
have not been collected using a methodology with proven reliability.

These limitations on currently available comments present serious chal-
lenges for the potential incorporation of narrative patient accounts into public
reporting. Comments about care are volunteered by consumers in much the
same way as is true for many consumer products (Vasquez 2014)—but clinical
care is different in important ways from other consumer goods and services.
Unlike standardized products (e.g., books or appliances) used by millions,
there are typically only a few thousand patients in each clinician’s panel. If a
small proportion of consumers voice their experiences, volunteered com-
ments may be too sparse to reliably characterize each provider or practice
(Gao et al. 2012). Low yield is a predictable problem with comments about
experience with clinical care because Americans are less likely to comment
online about health care than about other consumer experiences (Health
Research Institute 2013). It is also a problem exacerbated by the reality that
organizational and technological change in clinical settings that may affect
patient experiences can rapidly render older comments out-of-date (Gann
2013; Greaves, Millett, and Nuki 2014).

An equally daunting difficulty with volunteered accounts is that many
Americans are unsure what is reasonable to expect from their clinical care (Tu
and May 2007). This is especially true for those less experienced with health
care or those who have serious or complex health problems—groups of
patients who are reticent to report even serious problems with care (Sch-
lesinger 2011). If comments are missing or incomplete for these subgroups,
the available narrative data will be partial and unrepresentative.

To assess the potential for moving from anecdotal to rigorously eli-
cited patient narratives, we developed and tested a sequence of open-
ended questions (hereafter, “elicitation protocol”) designed to induce reli-
ably high-quality accounts of patients’ interactions with clinicians from a
representative cross-section of the public. Our mixed methods approach
was designed to treat the elicitation and reporting of narrative data with
the same scientific rigor accorded closed-ended surveys (Cognetta-Rieke
and Guney 2014).

This paper documents methods we employed for creating and testing
elicitation protocols. The work proceeded in two stages. In the first stage, we
clarified how “rigor” applies to elicited narratives, by (a) establishing a “gold
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standard” of narrative expression against which “elicited patient narratives”
(hereafter referred to as “EPNs”) could be compared, and (b) articulating a set
of criteria for assessing protocol performance. In the second stage, we applied
these criteria to create, test, and iteratively refine protocols for eliciting patient
narratives about clinical care. Below, we describe methods used in each stage
and then present selected findings that document the refinement of both the
criteria and the final protocol. Findings presented here are intended to illus-
trate the methodological innovation this paper documents; full results from
the elicited protocols will be presented elsewhere.

The elicitation strategy we explore here links open-ended questions to
an established patient experience instrument: the CAHPS Clinician & Group
Survey (CG-CAHPS). This strategy has certain benefits, including a represen-
tative sampling frame of patients who recently visited a clinician. However,
our study contributes broadly to the science of public reporting by developing
and explicating a methodology for rigorous elicitation of narrative patient
experiences that can be adapted for any clinical setting or paired with any exist-
ing patient experience data collection instrument.

METHODS I: CRITERIA FORASSESSING ELICITATION
PERFORMANCE

Capturing the Richness of Narrative Content

Narratives convey more nuance than quantitative ratings. As we developed a
set of desired characteristics for EPNs, we proceeded with the assumption that
they function not only cognitively but also at symbolic and affective levels
(Greenhalgh and Hurwitz 1999; Charon 2001)—and that they require both “a
teller and a listener” as they are by definition a form of discourse which
requires “someone telling someone else that something happened” (Charon
2001, including quote from Smith). Narratives thus communicate information
not only about what is told but also about the teller.

We drew on multiple literatures to develop criteria for assessing the
effectiveness of elicitation protocols, including three bodies of research: stud-
ies of narrative medicine that focus on the diagnostic potential of narratives
(Greenhalgh and Hurwitz 1999; Charon 2001); research on life stories and the
nature of narrative coherence (McAdams 2006; Reese et al. 2011); and analy-
ses of how narratives influence treatment choices (Ziebland and Wyke 2012;
Shaffer, Tomek, and Hulsey 2014).
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A“Gold Standard” to Measure Validity of EPNs

The validity of narratives can be assessed from a variety of perspectives,
including their congruence with clinicians’ descriptions of the same encoun-
ters or with data in medical records.

Because EPNs were designed to describe experiences with clinical care as
seen through the patient’s own eyes, the key methodological consideration we estab-
lished for assessing quality of elicited data is how it measures up to a full account
from that same patient. Our methodology therefore included hour-long semistruc-
tured intensive interviews with the same participants who completed the EPN.
These “gold standard” interviews were expressly designed to capture nuances of
experience via a set of probes, and to generate a comprehensive narrative where
the “teller” was paired with an actual “listener” (the interviewer) rather than an
imagined one. Identical coding techniques (described below) were applied to both
EPNs and interviews. The congruence between each individual’s “gold standard”
narrative from the interview and the narratives derived through EPN elicitations
served as our measure of the elicitation protocol’s validity.

Defining Effective Elicitation: Criteria and Measures

The Content of EPNs: Completeness and Balance. Studies of volunteered patient
anecdotes, though biased as a measure of the prevalence of concerns, are use-
ful for identifying the categories of experiences that Americans convey in their
comments (L�opez et al. 2010; Tsianakas et al. 2012; Lagu et al. 2013), and
what they say they are looking for in clinicians (Galizzi et al. 2012; Tompson
and Wilcoxon 2014). Drawing on this literature and our own past surveys
(Mitchell and Schlesinger 2005), we defined our criteria for analyzing EPN
content as follows: (a) completeness, as assessed by the number of distinctive
aspects of care that were described in both the EPN and the hour-long inter-
view, and (b) balance, as assessed by the congruence of the relative proportion
of positive versus negative experiences in the EPNand its matched interview.

Operationalizing these criteria required developing specific measures for
each. For completeness, we identified 10 distinct commonly described aspects of
patient–clinician interactions (see Appendix S1) and counted the number of
aspects in each EPN and its corresponding interview (see coding section below).
For balance, we assigned each of these identified aspects of experience to one of
three valence categories: positive, negative, or neutral. The aggregate measure
of balance was constructed as the ratio of positive to negative experiences con-
veyed in the EPN, over the ratio for the corresponding interview.
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The Meaning of EPNs for the Listener: Coherence and Relevance. To specify
dimensions of EPNs that render them meaningful, we drew on the litera-
ture examining how narratives convey meaning. One branch of this liter-
ature focuses on the properties of narratives that render them “coherent”
for readers (McAdams 2006; Reese et al. 2011). Another examines how
decision makers integrate narrative accounts with other sources of infor-
mation (Winterbottom et al. 2008; Dieckmann, Slovic, and Peters 2011;
Shaffer, Tomek, and Hulsey 2014). Combined, this research suggests that
narratives are meaningful to others when they are both coherent and rele-
vant—that is, told by a person somewhat similar to the listener/reader, in
ways that make sense to that listener/reader (Ziebland and Wyke 2012;
Shaffer and Zikmund-Fisher 2013).

We hypothesized, based on the above-cited literatures, eight attributes
plausibly related to coherence: (1) clarity of goals (e.g., what expectations do
patients have for care/clinicians?); (2) wholeness of storyline (e.g., does it have
a beginning, middle, and end?); (3) chronology (e.g., is there a clear sequence
of events?); (4) concreteness (e.g., are particular episodes described?); (5) tex-
ture (e.g., are experiences described in detail?); (6) emotional response (e.g.,
how did events feel to the patient?); (7) expressed rationale (e.g., were per-
ceived causes of events and actions described?); and (8) consistency of evalua-
tion (e.g., was the balance of negative and positive valence of description
relatively stable throughout the narrative?). These are attributes that have
been demonstrated to make real-life stories meaningful to readers or listeners
rather than a set of literary standards (Schlesinger et al. 2015a).

To assess how well these eight narrative attributes derived from the liter-
ature actually fit together as a composite measure for coherence of narratives
about experiences in clinical settings, we conducted an exploratory factor
analysis of fully coded data (see below). Results revealed two distinct factors
(see Table 1): “richness” of the storyline and specificity of the narrative.
Chronology correlates with both factors. However, consistency does not clo-
sely correlate with either and is strongly negatively correlated with the second
factor. We thus operationalized our primary measure of coherence for EPNs
as a composite for narrative richness incorporating five component measures
(rows 1–4 and 6 fromTable 1; alpha coefficient of 0.83 for this composite mea-
sure of coherence). A second measure of narrative specificity is derived from
concreteness and chronology (rows 6 and 7 from Table 1). As consistency did
not correlate with either of these constructs, we concluded it was not applica-
ble to patients’ narratives about clinical care.
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We identified three forms of relevance from the literature—that is, three
ways in which tellers convey information sufficient for the listener to know if
the teller (1) has similar expectations for health care; (2) responds to health
concerns with similar actions; and (3) has similar emotional responses to clini-
cal experiences. Because consumers reading these patient narratives about
care will value these three dimensions of relevance in highly personalized
ways, we did not attempt to create a composite measure.

We coded for relevance and coherence in distinct ways. The three mea-
sures of relevance were coded textually, by counting each time a respondent
conveyed information about expectations, behavioral responses, or emotional
responses. By contrast, coherence encompasses the complete EPN, and
required codes capable of capturing whether the account conveyed in gestalt
“a rich, resonant comprehension of a singular person’s situation as it unfolds
in time” (Charon 2001). Following established practices in qualitative research
(Reese et al. 2011), we called these “synthetic codes.” Each of the eight narra-
tive attributes was scored on an ordinal scale (see Appendix S2 for detailed
criteria) that reflected whether that attribute was absent from the narrative,
partially present, or fully present. Each elicitation was assessed in terms of its
coherence and relevance, relative to that of its matching intensive interview.

Representativeness as a Goal for Elicitation Performance

Our final aspirations for EPNs were informed by the need for narratives that
reflect the diversity of patients’ voices and experiences (Grob and Schlesinger
2011), both to allow individual consumers to find narratives with which they
can identify (see above) and to ensure that in aggregate such narratives pro-
vide a representative portrait of patients’ experiences with clinical care.

Table 1: Dimensionality of Measures of Narrative Coherence

Rotated Factor Pattern Factor 1 Factor 2

1. Texture/detail of account 0.83 �0.18
2. Clarity of rationale for actions 0.81 0.14
3. Clarity of expectations 0.79 0.17
4. Completeness of storyline 0.78 0.28
5. Emotional responses 0.75 �0.03
6. Chronology of storyline 0.62 0.43
7. Concreteness of account 0.22 0.81
8. Consistency of evaluation 0.06 �0.59

Source: Calculated from authors’ own data.
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We developed two criteria for assessing the representativeness of EPNs.
The first criterion is capacity to generate (as do standardized patient experi-
ence surveys) reliable participation from a representative cross-section of the
public (Hays 2009), and thus to ensure adequate feedback from those who are
less educated, more frail, or more socially isolated (Schlesinger, Mitchell, and
Elbel 2002; Schlesinger 2011). Our second criterion is equivalent quality of nar-
rative data, measured by capacity of the protocol to generate equally complete,
balanced, and meaningful narratives from “tellers” with diverse health and
socio-economic status.

In summary, we aspired to collect narratives that are (1) complete (provid-
ing a full picture of the experiences that matter to the patient describing them);
(2) balanced (accurately reflecting both positive and negative aspects of the
patient’s experiences, to the extent that they exist); (3) meaningful (conveying a
story that is coherent to other patients and allows them to assess its relevance
for themselves); and (4) representative (capturing equally high-quality reports of
experiences from patients across health status and sociodemographic sub-
groups).

METHODS II: THE DESIGN ANDTESTING OFAN
ELICITATION PROTOCOL

Our elicitation protocol development process involved two rounds of data
collection, with 48 respondents in each round. Round 1 tested our initial pro-
totype elicitation protocol (see Table 2, left). Round 2 tested a version of the
protocol (Table 2, right) revised to respond to shortfalls identified by applying
our criteria to the first-round data (described below). Data collection in each
round yielded 48 EPNs andmatched interviews.

Our design used mixed method techniques (Greene, Caracelli, and
Graham 1989; Wisdom et al. 2012)—qualitative to generate and code richly
textured data, and quantitative to detect patterns and assess elicitation perfor-
mance. To test how our elicitation protocols might perform when imple-
mented at a large scale, we tested them in the context of CG-CAHPS,
currently completed by millions of Americans each year. This required an
elicitation protocol that could be kept relatively concise. Finally, because
existing patient experiences surveys are typically fielded by mail, phone, and
web, and because mode effects can be significant (Greene, Speizer, and Wii-
tala 2008), we also tested in both spoken (via telephone) and written formats.
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Table 2: Original and Revised Elicitation Protocols

Elicitation Protocols

Round 1 Round 2

Q1.When you think back over the past
12 months, what experiences come tomind?

Q1.What are the most important things
that you look for in a health care provider
and his or her staff?

Q2. Please tell me about anything, or anything else,
that has gone well in your experiences over the
past 12 months. Please describe these
experiences as if you were telling a friend about
them, so that he or she could understand how the
experiences felt to you.

Q2.When you think about the things that
are most important to you, how do your
provider and his or her staff measure up?

Q3.What, if anything, has gone better than you
expected in your experiences. These can be the
same experiences you just described; if so, please
help me understand what made these better than
expected.

Q3. Nowwe’d like to focus on anything
that has gone well in your experiences
with your provider and his or her staff
over the past 12 months. Please explain
what happened, how it happened, and
how it felt to you.

Q4. Please tell me about any experiences, or any
other experiences, that you wish had gone
differently over the past 12 months. Please
describe these experiences as if you were telling a
friend about them, so that he or she could
understand how the experiences felt to you.

Q4. Next we’d like to focus on any
experiences with your provider and his or
her staff that you wish had gone
differently over the past 12 months.
Please explain what happened, how it
happened, and how it felt to you.

Q5.What, if anything, has goneworse than you
expected in your experiences with Dr. __ and his or
her staff. These can be the same experiences you
just described; if so, please helpme understand
what made these worse than expected.

Q5. Please describe how you and your
provider relate to and interact with each
other.

Q6. Think back to those experiences you wish had
gone differently.What, if anything, did you or
your provider do about the situation and how did
it turn out? For example, did you talk to your
doctor about the issue, talk to your family or
friends, look for another doctor, take any other
form of action, or do nothing at all?

Q6. Think back to those experiences you
wish had gone differently. What, if
anything, did you or your provider do
about the situation and how did it turn out?
For example, did you talk to your doctor
about the issue, talk to your family or
friends, look for another doctor, take any
other form of action, or do nothing at all?

Q7. Think back to those experiences that went
well. What, if anything, did you do in response to
these positive experiences? For example, did you
talk to your doctor about them, talk to your
family or friends about them, recommend this
doctor to other people, take any other form of
action, or do nothing at all?

Q7. Think back to those experiences that
went well. What, if anything, did you do
in response to these positive experiences?
For example, did you talk to your doctor
about them, talk to your family or friends
about them, recommend this doctor to
other people, take any other form of
action, or do nothing at all?

Notes. Now we want to hear how you would describe, in your own words, your experiences with
this provider and his or her staff—for example, a nurse or receptionist—over the past 12 months.
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Study Population

Data Sources. To ensure that EPNs reflected the full range of patient experi-
ences, study participants were recruited randomly from an existing Internet
panel of over 60,000 households developed and maintained by the
Gesellschaft f€ur Konsumforschung (GfK). Past studies have found this panel
representative of the American population in demographics and health status
(Chang and Krosnick 2009).2 The characteristics of respondents completing
elicitations compared to the U.S. population are presented in Table 3.

Table 3: Characteristics of Elicitation Sample Compared to U.S. Population

Characteristic Elicitation Sample U.S. Population

Sociodemographics*
Age
<30 11.0% 21.5%
30–44 17.2% 25.5%
45–60 28.2% 27.1%
>60 43.6% 25.8%

Race/ethnicity
White 78.0% 66.0%
African American 10.3% 11.6%
Latino 7.0% 15.0%
Other 4.8% 7.5%

Education
High school or less 38.9% 42.2%
Some college 30.0% 28.9%
College graduate 31.1% 28.9%

Health status and utilization†

Chronic health problems
Yes 36.6% 49.8%
No 63.4% 50.2%

MD visits in previous year
1 21.2% 31%
2–3 42.8% 43%
4–9 28.6% 22%
>9 6.6% 4%

Time with currentMD
1 year or less 23.5% 37%
2–3 years 20.1% 19%
3–4 years 16.8% 12%
5+ years 38.8% 32%

*U.S. population statistics from the Current Population Survey, 2014.
†Health care utilization statistics from the 2014 CAHPS Database.
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Inclusion and Exclusion Criteria. Eligible participants were screened to ensure
that they had seen a doctor in an outpatient setting at least once in the previous
year. In Round 2, to test if the protocol would work equally well with con-
sumers across categories of health status, participants were screened into three
equal-sized strata: those with chronic health conditions requiring some regular
supervision, those who were treated for a serious or life-threatening condition
in the prior 12 months, and those who had seen a clinician in the past year but
did not have chronic or serious health issues (see Appendix S3).

Study Design

Elicitation Design Principles. Our elicitation protocols were comprised of short
sequences of open-ended questions (see Table 2). To encourage reporting that
reflects an accurate balance of each respondent’s positive and negative experi-
ences with care, questions equally elicited what worked well and what could have
been better. To facilitate coherent narratives, questions encouraged respondents to
describe experiences in detail. To foster completeness, respondents were asked
about their interactions with clinicians in several different ways.

Elicitation Modalities and Randomization. To test for mode effects, we split the
elicitation sample in both rounds evenly between telephone and web-based
modalities. We also split the sample between versions that placed the qualita-
tive question sequence before and after the closed-ended CAHPS questions.
Eligible participants in each stratum were randomized into experimental arms
(mode and question placement).

Components of the Experiment. Participants completed the CAHPS survey and
elicitation questions by phone or web. Phone elicitations were conducted by
trained research assistants who were instructed to read the elicitation questions
verbatim, and whose work was closely monitored by senior members of the
study team. Intensive interviews were conducted 2–4 weeks after the elicita-
tion by one of two experienced qualitative researchers. The intensive inter-
view protocol used the elicitation protocol as its starting point, but
incorporated specific probes for each major domain of patient experience
identified from past research (L�opez et al. 2010), including access, physician–
patient interactions, quality, and coordination of care. All phone elicitations
and interviews were recorded and fully transcribed.
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The interviews were always conducted after the elicitation because we
anticipated the priming effect of the intensive interviews on the elicitations
would be significant. Interviews were scheduled several weeks after the elicita-
tions to reduce the impact of priming from the elicitation on the interview con-
tent. The “feel” of the interview was also significantly different: interviewers
established a free-flowing, conversational tone on the telephone, in contrast to
the highly structured approach used in the telephone elicitation and incorpo-
rated into the format of the web-based elicitation. The order of questions used
in the interview varied, following normal conversational patterns in contrast
to the elicitation; the interview also included probes that were entirely absent
in the elicitation. Finally, interviewers pointed out to participants at the outset
of each interview that some similar question domains had been included on
the earlier elicitation, and explicitly encouraged respondents to start afresh
with their depiction of clinical encounters during the past year.

Data Analysis

Coding Scheme. The coding scheme we developed (see Appendix S4) was
based in part on a taxonomy of experiential domains identified from the litera-
ture. Specific textual codes in each of these domains were refined during
Round 1 coding following methods of grounded theory (Corbin and Strauss
1990), as we applied early versions of the scheme to interview and EPN tran-
scripts and then constructed new codes to capture aspects of the narratives for
which we did not yet have codes. Additional synthetic codes were also devel-
oped during Round 1 as we piloted the coding scheme.

Data Analysis. Transcripts contained no identifying information or indication
of assigned arm or strata of the respondent. Each was coded independently by
a senior member and one additional member of a four-person coding team.
While coders were being trained in Round 1, the first and second author of this
paper met with the senior coder weekly to discuss discrepancies, edit the cod-
ing scheme, and ensure coder reliability. Line counts and distinct mentions
associated with each code in each transcript were calculated and recorded.

Coding met conventional standards of acceptable reliability (Landis and
Koch 1977; Fleiss 1981). For Round 1, kappa = 0.77 for textual codes and 0.65
for synthetic codes. For Round 2, scores were 0.79 and 0.79, respectively.
Comparable kappas for the intensive interviews tended to be a bit lower,
reflecting the greater complexity and nuance of these narratives. Round 1

Innovative Methods for Rigorously Eliciting and Assessing Patient Narratives 1259



interviews yielded a kappa of 0.74 for textual codes and 0.67 for synthetic
codes, with corresponding scores of 0.75 and 0.56 in Round 2.

Refining Elicitation Protocols

Each version of the protocol was pilot tested prior to fielding, using a conve-
nience sample of diverse respondents (N = 19 for Round 1, N = 20 for Round
2), to ensure that the questions were easily readable and interpretable by
respondents, whatever their level of education or experience with health care.
The 39 pilot elicitations are not included in the formal analyses presented in
this paper.

Analysis of Round 1 data identified several shortfalls in the performance
of EPNs relative to matching interview data (see results section below).
Because phone performed better than web elicitations in Round 1, for Round
2, we incorporated prompts specifically designed to encourage more narrative
detail, more explicit emotional valence, and more overall structure in written
narratives. To address underperformance in the domain of patient–provider
communication, we added a question prompting patients to describe how they
“relate to and interact with” their providers. To obtain clearer descriptions
from participants regarding their expectations for clinical care, we reworked
the opening sequence of questions (Table 2).

RESULTS: COMPARATIVE EFFICACYOF ELICITATION
PROTOCOLS

Detailed results from our analyses are described elsewhere. Here, we highlight
findings that illustrate how the metrics we created can be used to assess elicita-
tion protocol performance relative to hour-long interviews.

To illustrate how elicitation criteria can be used to refine protocol perfor-
mance, we compare three protocols: (a) a single “open-box” question inquir-
ing about aspects of clinical care (Question 1 in Round 1), (b) the complete
question sequence that complemented this first question with four additional
probes intended to evoke a balance of whatever positive and negative experi-
ences the patient encountered (full Round 1 protocol), and (c) the revised
question sequence in the second round that integrated more “scaffolding” in
the form of more detailed question wordings (full Round 2 protocol).
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Engaging Patients in Telling Their Stories

To establish a quantifiable metric of the capacity of an elicitation protocol to
successfully engage patients in providing full narratives, we first consider the
total word counts induced by each protocol. The unsolicited comments about
clinicians currently available on the Internet average roughly 30 to 40 words
in length (Kanouse et al. 2016). By contrast, our most refined elicitation proto-
col (fielded in Round 2) took just 5 min to complete by Web but generated an
average of 240 words. Illustrative examples of the range of EPNs generated
using our final protocol are included in Appendix S4.

We quantified the comparative performance of each of the three forms
of narrative elicitation described above by analyzing each version’s word
count as a proportion of the word count in the matched intensive interview
(Table 4). Our initial protocol elicited twice as many words as the single ques-
tion, which yielded responses that averaged 64 words in length. More notably,
the refined version developed for Round 2 after analyzing areas of weakness
in Round 1 increased relative word count by almost 50 percent above that
induced by the initial protocol.

Completeness, Balance, and Meaningfulness

The 10 domains comprising our measure of completeness offer a benchmark
for how patients describe their experiences with clinicians. The salience of
each domain varied by health status, as reflected in the words describing each
domain in the intensive interviews (Table 5). Patients who had experienced
more serious illness devoted more words to coordination, while those whose
interactions with clinicians involved less serious illness were more attentive to
the emotional aspects of caring.

Overall, completeness scores were highest for the domains that were
most salient to respondents. In the interviews, the average patient described
more than eight domains. EPNs averaged four domains—slightly lower for
patients with chronic health conditions (3.7) or serious health crises in the past
year (3.7) than for other patients (4.2). More than 95 percent of EPNs included
at least two domains.

Significant differences among protocols are evident for substantive elici-
tation metrics (Table 4). There was roughly a doubling of performance
between the first and second round protocols in terms of the EPNs’ congru-
ence with two key aspects of interview content (communication and
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coordination) and the extent to which patients expressed their expectations
for care. Differences in coherence (reported fully in other papers but
illustrated here by narrative texture) increased 15 percent from Round 1 to
Round 2.

One metric showed little change: the positive–negative balance in
patients’ comments. Even brief protocols (Q1 alone) evoked a mix of positive
and negative commentary that closely approximated the balance evident in
the matched intensive interviews.

Variation across Survey Modalities. In Round 1, the telephone protocol outper-
formed the web-based one on every metric besides balance (see Table 6). Sub-
sequent revisions (Round 2) eliminated differences between phone and web
with respect to completeness of EPNs. The Round 2 protocol also increased
both word counts and the meaningfulness of narratives (as measured by cod-
ing) for both modalities, but it did not diminish the gap between them
(Table 6, columns 1, 5, and 6).

Representativeness

We assessed representativeness by comparing relative performance of the elic-
itation protocol among different groups of respondents. Here, we illustrate by
comparing our metrics of narrative quality (1) among healthy adults, chroni-
cally ill adults, and people who had a serious health crisis within the past year,

Table 5: Salience of Domains of Patient Experience by Health Status: As
Measure by Average Proportion of Words Devoted to Domain in the
Intensive Interviews

Round 2: Full Sample Healthy Chronically Ill Seriously Ill

Competent 17.50% 17.00% 16.00% 20.00%
Communication 16.50% 17.30% 14.90% 17.40%
Access 15.10% 15.00% 16.60% 13.50%
Coordination 11.00% 6.20% 14.00% 14.10%
Staff 10.30% 9.60% 10.60% 10.80%
Caring 8.10% 11.00% 6.10% 6.70%
Ample time 6.40% 8.00% 5.10% 5.50%
Thorough 4.60% 4.40% 4.70% 4.70%
Shared decisions 4.10% 2.60% 6.50% 3.20%
Orientation/style 2.20% 3.00% 2.00% 1.20%

Source: Calculated from authors’ own data.
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and (2) between those who expressed more and those who expressed less
during their intensive interviews.

The protocols performed equally well on almost all measures across
health status strata (Table 7). Accounts were as complete andmeaningful (rela-
tive to the intensive interviews) for patients with complex health problems as
for those without. EPNs from patients with chronic conditions were positively
biased compared to their intensive interviews. It is unclear from data collected
to date why this bias with respect to balance emerges for respondents with
chronic illness, but not for those who experienced health crises in the past
year.

Our respondents differed substantially with respect to how much they
had to say in their intensive interviews. Those at the 75th percentile of word
count spoke more than twice as much (2,275 words) as those at the 25th per-
centile (1,015 words). Word count across interviews did not vary by health sta-
tus; relatively healthy patients spoke as much on average about their
experiences with clinicians (1,624 words) as those with chronic conditions
(1,680 words) and those who had experienced health crises (1,625 words).

Further Refinements

In the end, the final two questions of the elicitation sequence (see Table 2) did
not add greatly to the content of the narratives. Too few respondents had
responded to events—positive or negative—in their health care to make this a
rich source of insight. We therefore eliminated these questions.

DISCUSSION/CONCLUSION

Narratives are compelling because they speak to both our imaginations and
our analytic capacities, and because they motivate as well as inform. To be use-
ful, narratives need to be systematically generated and rigorously analyzed
according to meaningful criteria. This article describes a pioneering method-
ology that can be used to catalyze a shift from reliance on anecdotal, often frag-
mentary, volunteered comments to rigorously elicited patient narratives, the
quality of which can be reliably assessed. Furthermore, the improved perfor-
mance from Round 1 to Round 2 protocols demonstrates that the measure-
ment techniques we developed for this study can be effectively used to (1)
reveal areas of strength and weakness in elicitation instruments, and (2) gauge
whether refinement improves them. This capacity to learn and improve is an
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essential building block for the move from anecdote to science in the
elicitation of patient narratives.

Previous articles have analyzed the content of anecdotal patient com-
mentary (L�opez et al. 2010; Gao et al. 2012; Detz, L�opez, and Sarkar 2013;
Greaves, Millett, and Nuki 2014). To our knowledge, this is the first effort to go
beyond assessment to foster narratives that are more complete, meaningful,
balanced, and representative. We define criteria for assessing our success,
based on both the content and the narrative characteristics of patient accounts.

Our findings here provide a promising base on which additional
research about methods for and implications of publicly reporting narrative
data can be built. Earlier research has demonstrated the power of narrative
data to enhance public engagement with quality reporting websites
(Schlesinger et al. 2014); what will be needed now is research about how best
to present narrative data, and what impact such data have on consumer
decision making (Schlesinger, Grob, and Shaller 2015b).

These findings should be interpreted in light of several limitations. First,
our gold standard comparing EPNs with patient interviews reflects the “truth”
of clinician interactions as the patient understands them, but these descriptions
might differ from those provided by a clinician or other third-party observer.
Second, our taxonomy of domains assessing completeness would not neces-
sarily apply in other clinical settings, such as hospitals or long-term care.
Third, using a standing Internet panel for collecting data allows comparisons
of subgroups of respondents in terms of how complete, meaningful, and bal-
anced their elicited accounts are, but not of participation rates (as participant
responses are incentivized). Fourth, CAHPS and similar patient experience
surveys are still administered predominantly by mail, and our study did not
test a mail modality. Finally, by assessing the communicative capacity of
EPNs as a proportion of what can be discerned from the matching interview,
we can assess the “goodness” of elicitation protocols in a relative sense, but not
establish what degree of congruence is “good enough” to merit the time, effort,
and resources required to collect them.

The work we report here is intended as a foundation for a broader
agenda of future research and field testing. We analyze differences in elicita-
tion performance by sociodemographic status in other papers, where we
demonstrate that there are no substantial differences by age, educational
attainment, or gender.

The Round 2 elicitation protocol presented above is best understood as
a prototype that can and should be further refined, as well as adapted for use
in other clinical settings. Substantial ongoing investment in the continued
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development of elicitation methods will be necessary, especially as additional
insights are gleaned from research in the field. As noted above, we also have
more to learn about effectively reporting EPNs in conjunction with other per-
formance metrics (Schlesinger et al. 2014, 2015a). Given the potential of nar-
ratives to enrich public reporting, better inform consumer choices, facilitate
quality improvement, and improve our understanding of patients’ expecta-
tions, experience, and well-being, we believe such an investment is well
merited.
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NOTES

1. http://www.yourdictionary.com/anecdotal
2. The panel is constructed using address-based sampling to represent the noninstitu-

tionalized U.S. population, including listed and unlisted phone numbers, cell-
phone-only households, and households without phone lines. Households without
access to computers are given access through computers supplied by GfK.
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SUPPORTING INFORMATION

Additional supporting information may be found in the online version of this
article:

Appendix SA1: AuthorMatrix.
Appendix S1: Ten Domains of Clinician–Patient Interaction.
Appendix S2: Eight Dimensions and Coding for Synthetic Codes on

Narratives.
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Appendix S3: Screening Questions for Stratifying Round 2 Elicitation
Sample.

Appendix S4: Complete Coding Scheme: Textual Codes.
Appendix S5: Illustrative Examples of Elicited Narratives.
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